Evidence for the quality of minor surgery in primary care seems to be heavily influenced by who has undertaken the study. Two major recent studies reached opposite conclusions. Prof Primrose, a surgeon found outcomes to be better in hospital and Professor Murchie, a GP found better care in primary care. NICE revised its skin cancer guidelines in 2010 after its initial recommendations, written nearly entirely in secondary care, were rejected by GPs who had been effectively excising low risk BCCs and SCCs for years.
Community surgical services are delivered by a wide-ranging group of clinicians. Some are members or fellows of the royal college of surgeons and others have limited surgical experience. Indeed the RCGP does not include minor surgery as a core competency for GPs. This heterogeneity of providers has lead to some concern both within general practice and from our hospital surgical colleagues.
Some GPs are also working in inadequate facilities for the procedures they are providing. It is likely that the Care Quality Commision will curtail some practitioners when GP surgeries face licensing in the next few years.
We need to look again at community based surgical procedures and standardise facilities and training. The family planning model is one I feel we could borrow from. Family planning can be delivered from specially equipped centres staffed by clinicians with a special interest. It is based in primary care but works closely with both GPs and hospital consultants. A relationship builds up overtime with primary and secondary care. There is appropriate clinical governance so Consultants and GPs alike are confident in the service.
A similar care pathway could be developed for community surgery. Discussions need to be had between stakeholders as to what procedures could be offered and by what providers. In the Grampian region of Scotland they have appointed a community based Consultant Surgeon to oversee this process.
In Northern Ireland there are no competency criteria for GPs providing minor surgery and no requirement for audit of procedures that are done. There are no established training pathways for GPs to provide surgical services. There is also no regulation of premises from which the service is provided. There is little support from hospital colleagues for our minor surgery activity. Now is the time to tackle the issue of primary care surgery in Northern Ireland. In Great Britian there are national audits on primary care vasectomy, carpel tunnel and other surgical procedures being collated. We need to become more pro-active and look at our own services or risk getting left behind with outdated, expensive and potentially dangerous care pathways. Low back pain (LBP) is a common disorder, affecting around one-third of the UK adult population annually. Usually, this is a benign, self-limiting disorder not requiring professional advice or specific treatment.
1 Around 20% of people with LBP will consult their GP. 2 Annually LBP in the UK costs about £10,668 million. 3 The National Institute of Clinical Excellence (NICE) published guidelines in 2009 on the 'Early management of persistent non specific lower back pain' outlining the initial care of LBP using current and complementary treatment modalities.
Recommendations include a multidisciplinary approach employing manual therapy with spinal manipulation or massage, physiotherapy with a structured exercise programme, and acupuncture. Information literature is recommended to encourage patients' involvement in their care. They suggest referral to a combined physical and psychological treatment programme, which is not available in all regions.
We constructed a questionnaire for patients attending a single spinal surgeons outpatient department over a 2-month period, with a history of non-specific LBP of less than 12 months. The NICE guidelines provide evidence-based best practice for managing acute persistent LBP. They offer a strategy for primary care management prior to spinal outpatients referral. Surgery is considered only after other modalities have failed. Appropriate management of this complex patient group has the potential to minimize those with disabling long-term back pain, and reduce the personal, social and economic impact of LBP.
2 NICE identifies various multidisciplinary treatments including promoting patient self-management through advice and information. They aim to reduce the impact on a patient's dayto-day life, even if the pain cannot be relieved completely. 2 Only 18% of patients had received written information or advice. NICE advise referral to a combined physical and psychological treatment programme but such a service is not provided by healthcare trusts within Northern Ireland.
NICE recommends acupuncture. Systematic reviews have found it a useful adjunct to conventional care. 4 In this cohort, only 12% received acupuncture. Availability of NHS acupuncture is limited in our region.
Referral to a surgeon may be for advice and reassurance, and the assumption that all patients being referred should have undertaken all modalities would be unfair. Referral pathways may reflect longstanding traditional routes, possibly explaining the large percentage receiving physiotherapy compared to complementary therapies.
Despite a full complement of treatments there will always be patients refractory to conservative management who may benefit from spinal outpatients referral. Further studies may determine whether greater awareness and adherence to such guidelines improves clinical outcome. At present the adherence to the guidelines is inconsistent. New guidance must be effectively disseminated among healthcare professionals to offer patients the best evidence based care and ultimately reduced the morbidity and economic impact of the condition. Treatment options proposed need to be available to the primary care physician, perhaps explaining why, within our region, such guidelines cannot be fully observed. With the progressive deinstitutionalisation of psychiatric services to the community, episodes of acute illness are being increasingly managed without hospital admission. The establishment of Home Treatment/Crisis Response (HTCR) mental health teams has allowed alternatives to be offered. In areas with HTCR team intervention there have been reduced rates of hospital admission 1, 2 , reduced lengths of in-patient stay 1 and higher levels of satisfaction among users and families reflected by reduced loss to follow-up 3 .
In 2007 the Southern Trust established the first Home Treatment Service to exist outside of Belfast, only the second of its kind in Northern Ireland and the first to gate-keep all acute psychiatric admissions. It offers an alternative to inpatient care for patients who in the absence of the service would imminently require hospital admission. HTCR also facilitate early hospital discharge.
The patients will have a serious mental illness or complex psychological needs. They are vulnerable or disabled to the extent that they need intensive or extended hours of treatment and support. Treatment is delivered by a multidisciplinary team offering home-based care from 9am -9pm, 7 days a week, 365 days a year. The same team also provides a Crisis Response service for people with a mental health crisis outside of working hours. The team triage referrals and gatekeep all potential hospital admissions, seeing patients within 2 hours when a clinical and risk assessment is completed. 
